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A 58-year-old man with metastatic malignancy from a presumed bronchial carcinoma subsequently developed excessive symptomatic eyelash growth during the last weeks of life. This appeared to be from a rise in the anagen to telogen ratio ofthe terminal hair from 50% to 95%. Acquired hypertrichosis terminalis developing in the presence of an internal malignancy has not been described previously.
Case report
A 58-year-old seaman who smoked heavily presented with a 5 week history of increasing pain in his left hip. X-rays showed a pathological fracture caused by a large lytic deposit in the left femoral neck. Biopsy at internal fixation showed a poorly differentiated carcinoma. A chest X-ray revealed an asymptomatic right hilar mass suggesting a primary bronchial carcinoma. Postoperatively he received palliative radiotherapy to the femoral head.
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Following admission for palliative care, he complained of excessive growth of his eyelashes causing personal embarrassment, such that they had to be trimmed frequently ( Figure 1 ). He had never noticed this phenomenon before. Over the following month, increased hair growth was noted both by the patient and the medical staff, over the dorsum of his hands, chest wall, forearms, eyelashes and eyebrows. The individual hairs were long and wiry (ie terminal hair) but there was no evidence of an increase of veil us or fine downy lanugo hair as described in reports of hypertrichosis lanuginosa (Figures 1 and 2) .
Medication during this period was slow release morphine (MST Continus) 100 mg twice a day; dexamethasone 2 mg twice a day; flurbiprofen 100 mg three times a day; senna and magnesium hydroxide 10 ml of each daily. The urea and electrolytes, liver function, thyroid function, growth hormone, o-fetoprotein,~human chorionic gonadotrophin and urinary porphyrins were within normal limits. Plasma cortisol was low at 28 nmol/l (normal range 150-600 nmolll) due to dexamethasone suppression. Follicle stimulating hormone (FSH) levels were normal at 1.8 but luteinising hormone (LH)levels were elevated at 35.6 iu/l (normal range 2.5-9.8). Both the serum testosterone and dihydroandrosteindione were low at 0.9 fmol/l (normal range 10-30) and 0.5 fmol/l (normal range 1.2-8) respectively.
Hair growth rates were measured as a mean length of 10 hairs over 5 weeks. The rate for the anterior chest wall was 0.42 mm per day, 0.1 mm per day on the dorsum of the proximal phalanges on his hands and 0.1 mm per day on both forearms. The anagen: telogen ratio on the forearm was 103: 6 hairs, ie 95% of hairs in the anagen phase. The normal quoted growth rates for hair at sites away from the skull vertex are around 0.37 mm daily and the anagen : telogen ratio is approximately 50%1.
Hypertrichosis persisted during the following 3 months until he died. A postmortem was not performed. 
Discussion
Acquired hypertrichosis langinosa is a rare but recognized complication of malignancy usually from a variety of epithelial cancers!". In this condition, patients develop a rapid growth of lanugo hair over large areas of the body often spreading in a craniocordal direction", Mean growth rates can be up to 2.5 cm weekly and resection of the underlying tumour may improve the condition'. Biochemical investigations in cases of hypertrichosis lanuginosa have not revealed any consistent abnormality. A raised LH has only been noted in one of 28 cases of hypertrichosis lanuginosa", Our case appears to be different. He did not develop hypertrichosis lanuginosa but rather had excessively long terminal hair with no evidence of lanugo or excessive vellus hair. Ninety-five per cent of hairs on the forearm were in the anagen phase and the normal ratio for this site is usually 50%1.6.
These hair growth rates corresponded with single hair growth rates described previously" but the excessive hairiness experienced by our patient was due to excessive hair length. It appears that the hairs were remaining in the anagen phase and consequently continued to grow, hence the symptoms noticed by the patient.
Hair growth became symptomatic shortly after the diagnosis of metastatic malignancy was made. The patient was started on dexamethasone for symptom control within the last 6 weeks of his life but the hypertrichosis antedated this. Routine investigations failed to reveal any obvious endocrine abnormality apart from an elevation of LH. This was possibly a partial block of LH on the testis by a combination of glucocorticoids and his malignancy, reducing negative feedback mechanisms on the anterior pituitary (Professor L Rees, Personal Communication).
Recorded causes of hypertrichosis include causes of hursuitism, particularly ovarian tumours. Nervous system disorders such 8S post encephalitis, multiple sclerosis, meningitis, brain concussion, schizophrenia, anorexia nervosa and peripheral neuropathy have all been associated with hypertrichosis. General disorders causing hypertrichosis include porphyria, Hurler's syndrome, dermatomyositis, teratoma, thymic tumours, mumps, malnutrition, acromegaly, hypertrichosis lanuginosa and racial and hereditary variations'". Suppurative abscesses due to focal infection with Salmonella is uncommon with an overall incidence of up to 1.7%1. We report a case of an elderly man with a subcutaneous abscess of the chest wall.
Subcutaneous Salmonella abscess -an unusual manifestation of salmonellosis

Case report
Mr AD, aged 86 years, initially presented with a one-month history of cough productive of white sputum, breathlessness and weight loss, with no previous history of respiratory or cardiac disease. Examination revealed a left sided pleural effusion extending to the sixth posterior rib interspace with no radiological evidence of heart failure. Routine investigations were normal including the white cell count. Pleural aspiration to dryness yielded a straw coloured exudate (protein content 36 gil) with no malignant cells. Microscopy and culture revealed no organisms. The patient improved symptomatically was discharged with a diagnosis of likely underlying malignancy of the lung. A small left sided pleural effusion persisted.
He re-presented 6 months later increasingly breathless due to reaccumulation of the pleural effusion. He was noted to be unwell but apyrexial with a small hard swelling in the left posterior axillary line, overlying the previous pleural aspiration, presumed to be a metastatic seedling. It grew in size and eventually burst 2 weeks later, draining a thick, purulent, blood-stained fluid. High dose ampicillin, gentamicin and metronidazole were commenced while awaiting bacteriological diagnosis. Salmonella typhimurium Phage type 12 was isolated from the abscess fluid. Sputum culture was negative. Faeces and urine, cultured after antibiotic therapy, were persistently negative for the next 2 months. The abscess and pleural effusion responded promptly to antibiotics and completely subsided within a month with no evidence of recurrence of either. 
Discussion
Focal infection is one of the four classical clinical patterns of ealmonelloeis-", being the predominant finding in only 8% of all patients", The majority (26%) were intraabdominal infections such as appendicitis and cholecystitis. Twenty-four per cent were due to soft tissue abscesses with an incidence of 0.0-1.7%2. No abscesses were found in patients with non-typhoidal Salmonella', Abscesses are frequently related to the gastrointestinal tract and a few cases of subcutaneous abscesses have been reported", It is highly likely that the location of the abscess in our patient to the posterior chest wall was related to the previous pleural aspiration and biopsy. Such localization to sites of trauma has been reported", The source of the infecting organism was not detected. No previous history suggestive of Salmonella infection was obtained, which is often the case". Blood cultures prior to therapy were negative. Stools and urine were unfortunately not examined prior to antibiotic therapy, thus the existence of a carrier state could not be ruled out. Permanent carrier states of Salmonella, with the exception of S. typhi are, however, rare", There was no evidence pointing to osteomyelitis of the ribs or lung infection.
Increased host susceptibility to infection secondary to lowered resistance due to debilitating disease is an important determinant of Salmonella infection l -3 • 6 • None of these contributory factors could be identified in our patient. He was elderly and, although generally debilitated, made a remarkable recovery. No evidence of malignancy has as yet emerged.
